Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Definitions: July 1, 2005

Modifier — When a modifier is present, this indicates system may have different reimbursement or code edits for that procedure code/modifier combination.

For example:
26 = professional component
TC = technical component

Description — Procedure code short description. You must refer to the appropriate official CPT-4, HCPCS or CDT-5 coding manual for complete definitions

in order to assure correct coding.

Effective — This is the first date of service for which the listed fee is applicable. Fees for drugs, radiopharmaceuticals, blood products, immune globins, vaccines,

and toxoids are reviewed and updated quarterly -- effective dates that are greater than three months old indicate that there has been no fee change since that date.

Method — Source of fee determination

Fees

Fee Sched: Medicaid fee; not determined using RBRVS payment schedule
Medicare: Medicare-prevailing fee.
By Report (BR): Equals 43% of billed charges

Anes Value: Number of anesthesia base value units. This is added to the 15 min. time increment units and multiplied by the anesthesia conversion factor of $26.07.

RBRVS: Based on Medicare Relative Value Units (RVU’s) x Montana Medicaid conversion factor x policy adjuster. Conversion factor for fiscal year 2006 is $32.59.
*If a valid, current code is not present, that code may be a non-covered service

The facility rate is paid to physicians/practitioners providing services in a hospital, emergency room, or ambulatory surgery center site of service. All other sites
of service receive the office rate. Procedures not normally done in the office are shown with the same facility rate, while those done in both locations have
different rates. Bundled services, which are covered but paid as part of a related service, are shown with an RBRVS method and a fee of $0.00.

Policy adjustments are applied to certain codes to increase or decrease reimbursement for the service.

Global Days— Global surgery indicator. Global surgery periods are pre- and post-operative time frames assigned to surgical procedures.

000: Same day as procedure

010: Same day and ten days following procedure

090: One day prior to and ninety days following procedure

MMM: In maternity cases, the global period is per the CPT-4 code description

ZZZ: Add-on code, global period does not apply. An add-on code must be billed with its associated primary code
Space: Global concept does not apply to this code

PA — Prior Authorization Indicators

Y: Prior authorization is required Mult - Multiple surgery guidelines do apply
Space - this indicator does not apply to this cadle Bilateral. The procedure can be done bilaterally
Assist - Assistant. An assistant is allowed for this procedure

Co-Surg - Co-Surgery. A co-surgeon is allowed for this procedure

Team - A team of surgeons is allowed for this procedure

Related - The procedure code listed is separately billable

Y - indicator is applicable to this code

Space - this indicator does not apply to this code

Policy Adjust - M = Maternity, P = Mental Health, D = Profess. Differential

CPT codes, descriptions and other data only are copyright 1999 American Medical Association for such other date of
publication of CPT). All Rights Reserved. Applicable FARS/DFARS Apply.

Please see first page for a complete description 1
of information contained in the fee schedules.

Fees as of July 2005



Proc
01920
36245
36415
36416
70010
70010
70010
70015
70015
70015
70030
70030
70030
70100
70100
70100
70110
70110
70110
70120
70120
70120
70130
70130
70130
70134
70134
70134
70140
70140
70140
70150
70150
70150
70160
70160
70160
70170
70170
70170
70190
70190
70190
70200
70200
70200

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description

ANESTHESIA FOR CARDIAC CATHETERIZ

PLACE CATHETER IN ARTERY
ROUTINE VENIPUNCTURE
CAPILLARY BLOOD DRAW
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
X-RAY EYE FOR FOREIGN BODY
X-RAY EYE FOR FOREIGN BODY
X-RAY EYE FOR FOREIGN BODY
X-RAY EXAM OF JAW

X-RAY EXAM OF JAW

X-RAY EXAM OF JAW

X-RAY EXAM OF JAW

X-RAY EXAM OF JAW

X-RAY EXAM OF JAW

X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MIDDLE EAR
X-RAY EXAM OF MIDDLE EAR
X-RAY EXAM OF MIDDLE EAR
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF NASAL BONES
X-RAY EXAM OF NASAL BONES
X-RAY EXAM OF NASAL BONES
X-RAY EXAM OF TEAR DUCT
X-RAY EXAM OF TEAR DUCT
X-RAY EXAM OF TEAR DUCT
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF EYE SOCKETS

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
6/1/1998
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
ANES VALU

RBRVS

FEE SCHED

RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office
7.00
$1,061.33
$3.00
$0.00
$179.31
$127.85
$51.49
$92.26
$40.18
$52.08
$19.88
$12.35
$7.53
$23.01
$15.15
$7.85
$29.23
$18.54
$10.69
$26.40
$18.54
$7.85
$38.10
$23.33
$14.76
$36.70
$21.93
$14.76
$26.72
$18.54
$8.18
$34.35
$23.33
$11.02
$22.68
$15.15
$7.53
$41.26
$28.39
$12.87
$27.67
$18.54
$9.09
$35.26
$23.33
$11.93

Facility
0.00
$209.00
$0.00
$0.00
$179.31
$127.85
$51.49
$92.26
$40.18
$52.08
$19.88
$12.35
$7.53
$23.01
$15.15
$7.85
$29.23
$18.54
$10.69
$26.40
$18.54
$7.85
$38.10
$23.33
$14.76
$36.70
$21.93
$14.76
$26.72
$18.54
$8.18
$34.35
$23.33
$11.02
$22.68
$15.15
$7.53
$41.26
$28.39
$12.87
$27.67
$18.54
$9.09
$35.26
$23.33
$11.93

Global
Days

PA

Muit

Y

Indicators
Bilat Assist CoSurg Team

Y

<<=

<< =<=<=<=<

<<=

Policy
Adjust

Fees as of July 2005



Proc
70210
70210
70210
70220
70220
70220
70240
70240
70240
70250
70250
70250
70260
70260
70260
70300
70300
70300
70310
70310
70310
70320
70320
70320
70328
70328
70328
70330
70330
70330
70332
70332
70332
70336
70336
70336
70350
70350
70350
70355
70355
70355
70360
70360
70360
70370
70370

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
X-RAY EXAM OF SINUSES
X-RAY EXAM OF SINUSES
X-RAY EXAM OF SINUSES
X-RAY EXAM OF SINUSES
X-RAY EXAM OF SINUSES
X-RAY EXAM OF SINUSES
X-RAY EXAM PITUITARY SADDLE
X-RAY EXAM PITUITARY SADDLE
X-RAY EXAM PITUITARY SADDLE
X-RAY EXAM OF SKULL
X-RAY EXAM OF SKULL
X-RAY EXAM OF SKULL
X-RAY EXAM OF SKULL
X-RAY EXAM OF SKULL
X-RAY EXAM OF SKULL
X-RAY EXAM OF TEETH
X-RAY EXAM OF TEETH
X-RAY EXAM OF TEETH
X-RAY EXAM OF TEETH
X-RAY EXAM OF TEETH
X-RAY EXAM OF TEETH
FULL MOUTH X-RAY OF TEETH
FULL MOUTH X-RAY OF TEETH
FULL MOUTH X-RAY OF TEETH
X-RAY EXAM OF JAW JOINT
X-RAY EXAM OF JAW JOINT
X-RAY EXAM OF JAW JOINT
X-RAY EXAM OF JAW JOINTS
X-RAY EXAM OF JAW JOINTS
X-RAY EXAM OF JAW JOINTS
X-RAY EXAM OF JAW JOINT
X-RAY EXAM OF JAW JOINT
X-RAY EXAM OF JAW JOINT
MAGNETIC IMAGE, JAW JOINT
MAGNETIC IMAGE, JAW JOINT
MAGNETIC IMAGE, JAW JOINT
X-RAY HEAD FOR ORTHODONTIA
X-RAY HEAD FOR ORTHODONTIA
X-RAY HEAD FOR ORTHODONTIA
PANORAMIC X-RAY OF JAWS
PANORAMIC X-RAY OF JAWS
PANORAMIC X-RAY OF JAWS
X-RAY EXAM OF NECK
X-RAY EXAM OF NECK
X-RAY EXAM OF NECK
THROAT X-RAY & FLUOROSCOPY
THROAT X-RAY & FLUOROSCOPY

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$26.07
$18.54

$7.53
$34.02
$23.33
$10.69
$20.53
$12.35
$8.18
$28.91
$18.54
$10.36
$41.45
$26.72
$14.76
$12.84
$7.89
$4.95
$20.11
$12.35
$7.76
$33.05
$23.33
$9.71
$22.16
$14.31
$7.85
$35.36
$25.03
$10.36
$86.49
$62.38
$24.08
$395.32
$331.28
$64.04
$19.03
$11.24
$7.79
$25.94
$17.14
$8.77
$19.88
$12.35
$7.53
$52.31
$38.78

Facility
$26.07
$18.54

$7.53
$34.02
$23.33
$10.69
$20.53
$12.35
$8.18
$28.91
$18.54
$10.36
$41.45
$26.72
$14.76
$12.84
$7.89
$4.95
$20.11
$12.35
$7.76
$33.05
$23.33
$9.71
$22.16
$14.31
$7.85
$35.36
$25.03
$10.36
$86.49
$62.38
$24.08
$395.32
$331.28
$64.04
$19.03
$11.24
$7.79
$25.94
$17.14
$8.77
$19.88
$12.35
$7.53
$52.31
$38.78

Days

PA

Mult

Bilat

<< =<=<=<=<

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
70370
70371
70371
70371
70373
70373
70373
70380
70380
70380
70390
70390
70390
70450
70450
70450
70460
70460
70460
70470
70470
70470
70480
70480
70480
70481
70481
70481
70482
70482
70482
70486
70486
70486
70487
70487
70487
70488
70488
70488
70490
70490
70490
70491
70491
70491
70492

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
THROAT X-RAY & FLUOROSCOPY
SPEECH EVALUATION, COMPLEX
SPEECH EVALUATION, COMPLEX
SPEECH EVALUATION, COMPLEX
CONTRAST X-RAY OF LARYNX
CONTRAST X-RAY OF LARYNX
CONTRAST X-RAY OF LARYNX
X-RAY EXAM OF SALIVARY GLAND
X-RAY EXAM OF SALIVARY GLAND
X-RAY EXAM OF SALIVARY GLAND
X-RAY EXAM OF SALIVARY DUCT
X-RAY EXAM OF SALIVARY DUCT
X-RAY EXAM OF SALIVARY DUCT
CT HEAD/BRAIN W/O DYE
CT HEAD/BRAIN W/O DYE
CT HEAD/BRAIN W/O DYE
CT HEAD/BRAIN W/DYE
CT HEAD/BRAIN W/DYE
CT HEAD/BRAIN W/DYE
CT HEAD/BRAIN W/O & W/DYE
CT HEAD/BRAIN W/O & W/DYE
CT HEAD/BRAIN W/O & W/DYE
CT ORBIT/EAR/FOSSA W/O DYE
CT ORBIT/EAR/FOSSA W/O DYE
CT ORBIT/EAR/FOSSA W/O DYE
CT ORBIT/EAR/FOSSA W/DYE
CT ORBIT/EAR/FOSSA W/DYE
CT ORBIT/EAR/FOSSA W/DYE
CT ORBIT/EAR/FOSSA W/O&W/DYE
CT ORBIT/EAR/FOSSA W/O&W/DYE
CT ORBIT/EAR/FOSSA W/O&W/DYE
CT MAXILLOFACIAL W/O DYE
CT MAXILLOFACIAL W/O DYE
CT MAXILLOFACIAL W/O DYE
CT MAXILLOFACIAL W/DYE
CT MAXILLOFACIAL W/DYE
CT MAXILLOFACIAL W/DYE
CT MAXILLOFACIAL W/O & W/DYE
CT MAXILLOFACIAL W/O & W/DYE
CT MAXILLOFACIAL W/O & W/DYE
CT SOFT TISSUE NECK W/O DYE
CT SOFT TISSUE NECK W/O DYE
CT SOFT TISSUE NECK W/O DYE
CT SOFT TISSUE NECK W/DYE
CT SOFT TISSUE NECK W/DYE
CT SOFT TISSUE NECK W/DYE
CT SFT TSUE NCK W/O & W/DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$13.52
$98.78
$62.38
$36.40
$71.99
$53.12
$18.84
$27.47
$19.95

$7.53
$69.48
$53.12
$16.33
$176.38
$139.65
$36.73
$216.14
$167.48
$48.66
$263.98
$209.06
$54.91
$194.92
$139.65
$55.24
$226.83
$167.48
$59.35
$271.54
$209.06
$62.48
$188.66
$139.65
$48.98
$223.67
$167.48
$56.19
$270.01
$209.06
$60.94
$194.92
$139.65
$55.24
$226.83
$167.48
$59.35
$271.25

Facility
$13.52
$98.78
$62.38
$36.40
$71.99
$53.12
$18.84
$27.47
$19.95

$7.53
$69.48
$53.12
$16.33
$176.38
$139.65
$36.73
$216.14
$167.48
$48.66
$263.98
$209.06
$54.91
$194.92
$139.65
$55.24
$226.83
$167.48
$59.35
$271.54
$209.06
$62.48
$188.66
$139.65
$48.98
$223.67
$167.48
$56.19
$270.01
$209.06
$60.94
$194.92
$139.65
$55.24
$226.83
$167.48
$59.35
$271.25

Days

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
70492
70492
70496
70496
70496
70498
70498
70498
70540
70540
70540
70542
70542
70542
70543
70543
70543
70544
70544
70544
70545
70545
70545
70546
70546
70546
70547
70547
70547
70548
70548
70548
70549
70549
70549
70551
70551
70551
70552
70552
70552
70553
70553
70553
70557
70557
70557

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
CT SFT TSUE NCK W/O & W/DYE
CT SFT TSUE NCK W/O & W/DYE
CT ANGIOGRAPHY HEAD
CT ANGIOGRAPHY HEAD
CT ANGIOGRAPHY HEAD
CT ANGIOGRAPHY NECK
CT ANGIOGRAPHY NECK
CT ANGIOGRAPHY NECK
MRI ORBIT/FACE/NECK W/O DYE
MRI ORBIT/FACE/NECK W/O DYE
MRI ORBIT/FACE/NECK W/O DYE
MRI ORBIT/FACE/NECK W/DYE
MRI ORBIT/FACE/NECK W/DYE
MRI ORBIT/FACE/NECK W/DYE
MRI ORBT/FAC/NCK W/O & W/DYE
MRI ORBT/FAC/NCK W/O & W/DYE
MRI ORBT/FAC/NCK W/O & W/DYE
MR ANGIOGRAPHY HEAD W/O DYE
MR ANGIOGRAPHY HEAD W/O DYE
MR ANGIOGRAPHY HEAD W/O DYE
MR ANGIOGRAPHY HEAD W/DYE
MR ANGIOGRAPHY HEAD W/DYE
MR ANGIOGRAPHY HEAD W/DYE
MR ANGIOGRAPH HEAD W/O&W/DYE
MR ANGIOGRAPH HEAD W/O&W/DYE
MR ANGIOGRAPH HEAD W/O&W/DYE
MR ANGIOGRAPHY NECK W/O DYE
MR ANGIOGRAPHY NECK W/O DYE
MR ANGIOGRAPHY NECK W/O DYE
MR ANGIOGRAPHY NECK W/DYE
MR ANGIOGRAPHY NECK W/DYE
MR ANGIOGRAPHY NECK W/DYE
MR ANGIOGRAPH NECK W/O&W/DYE
MR ANGIOGRAPH NECK W/O&W/DYE
MR ANGIOGRAPH NECK W/O&W/DYE
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
1/1/2004
1/1/2004
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS

Office

$209.06
$62.18
$389.55
$314.17
$75.38
$389.55
$314.17
$75.38
$383.49
$325.41
$58.11
$460.24
$390.53
$69.71
$814.98
$722.06
$92.91
$383.10
$331.28
$51.79
$382.80
$331.28
$51.52
$723.04
$645.48
$77.56
$382.80
$331.28
$51.52
$382.80
$331.28
$51.52
$723.04
$645.48
$77.56
$395.32
$331.28
$64.04
$474.22
$397.30
$76.91
$837.92
$735.91
$102.01
$0.00
$0.00
$128.53

Facility

$209.06
$62.18
$389.55
$314.17
$75.38
$389.55
$314.17
$75.38
$383.49
$325.41
$58.11
$460.24
$390.53
$69.71
$814.98
$722.06
$92.91
$383.10
$331.28
$51.79
$382.80
$331.28
$51.52
$723.04
$645.48
$77.56
$382.80
$331.28
$51.52
$382.80
$331.28
$51.52
$723.04
$645.48
$77.56
$395.32
$331.28
$64.04
$474.22
$397.30
$76.91
$837.92
$735.91
$102.01
$0.00
$0.00
$128.53

Days

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
70558
70558
70558
70559
70559
70559
71010
71010
71010
71015
71015
71015
71020
71020
71020
71021
71021
71021
71022
71022
71022
71023
71023
71023
71030
71030
71030
71034
71034
71034
71035
71035
71035
71040
71040
71040
71060
71060
71060
71090
71090
71090
71100
71100
71100
71101
71101

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
X-RAY & PACEMAKER INSERTION
X-RAY & PACEMAKER INSERTION
X-RAY & PACEMAKER INSERTION
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS/CHEST

Please see first page for a complete description
of information contained in the fee schedules.

Effective
1/1/2004
1/1/2004
7/1/2005
1/1/2004
1/1/2004
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
BY REPORT
BY REPORT

RBRVS
BY REPORT
BY REPORT

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

RBRVS

Office
$0.00
$0.00

$141.99
$0.00
$0.00
$142.58
$21.61
$13.75
$7.85
$24.28
$15.15
$9.09
$27.99
$18.54
$9.42
$33.54
$21.93
$11.60
$35.13
$21.93
$13.20
$39.96
$23.33
$16.62
$36.53
$23.33
$13.20
$62.77
$42.73
$20.08
$23.01
$15.15
$7.85
$68.37
$43.28
$25.13
$97.51
$65.51
$32.04
$74.40
$50.32
$24.08
$26.59
$17.14
$9.42
$31.58
$19.95

Facility
$0.00
$0.00

$141.99
$0.00
$0.00
$142.58
$21.61
$13.75
$7.85
$24.28
$15.15
$9.09
$27.99
$18.54
$9.42
$33.54
$21.93
$11.60
$35.13
$21.93
$13.20
$39.96
$23.33
$16.62
$36.53
$23.33
$13.20
$62.77
$42.73
$20.08
$23.01
$15.15
$7.85
$68.37
$43.28
$25.13
$97.51
$65.51
$32.04
$74.40
$50.32
$24.08
$26.59
$17.14
$9.42
$31.58
$19.95

Days

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
71101
71110
71110
71110
71111
71111
71111
71120
71120
71120
71130
71130
71130
71250
71250
71250
71260
71260
71260
71270
71270
71270
71275
71275
71275
71550
71550
71550
71551
71551
71551
71552
71552
71552
71555
71555
71555
72010
72010
72010
72020
72020
72020
72040
72040
72040
72050

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
CT THORAX W/O DYE
CT THORAX W/O DYE
CT THORAX W/O DYE
CT THORAX W/DYE
CT THORAX W/DYE
CT THORAX W/DYE
CT THORAX W/O & W/DYE
CT THORAX W/O & W/DYE
CT THORAX W/O & W/DYE
CT ANGIOGRAPHY, CHEST
CT ANGIOGRAPHY, CHEST
CT ANGIOGRAPHY, CHEST
MRI CHEST W/O DYE
MRI CHEST W/O DYE
MRI CHEST W/O DYE
MRI CHEST W/DYE
MRI CHEST W/DYE
MRI CHEST W/DYE
MRI CHEST W/O & W/DYE
MRI CHEST W/O & W/DYE
MRI CHEST W/O & W/DYE
MRI ANGIO CHEST W OR W/O DYE
MRI ANGIO CHEST W OR W/O DYE
MRI ANGIO CHEST W OR W/O DYE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$11.60
$34.94
$23.33
$11.60
$40.25
$26.72
$13.52
$28.16
$19.39

$8.77
$30.50
$21.09
$9.42
$224.71
$174.78
$49.93
$262.74
$209.06
$53.68
$320.95
$261.60
$59.35
$441.37
$358.46
$82.88
$389.97
$327.17
$62.80
$466.72
$391.99
$74.73
$814.68
$717.37
$97.35
$409.46
$331.28
$78.15
$49.83
$30.34
$19.46
$18.93
$12.35
$6.58
$27.41
$17.99
$9.42
$39.92

Facility
$11.60
$34.94
$23.33
$11.60
$40.25
$26.72
$13.52
$28.16
$19.39

$8.77
$30.50
$21.09
$9.42
$224.71
$174.78
$49.93
$262.74
$209.06
$53.68
$320.95
$261.60
$59.35
$441.37
$358.46
$82.88
$389.97
$327.17
$62.80
$466.72
$391.99
$74.73
$814.68
$717.37
$97.35
$409.46
$331.28
$78.15
$49.83
$30.34
$19.46
$18.93
$12.35
$6.58
$27.41
$17.99
$9.42
$39.92

Days

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
72050
72050
72052
72052
72052
72069
72069
72069
72070
72070
72070
72072
72072
72072
72074
72074
72074
72080
72080
72080
72090
72090
72090
72100
72100
72100
72110
72110
72110
72114
72114
72114
72120
72120
72120
72125
72125
72125
72126
72126
72126
72127
72127
72127
72128
72128
72128

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
CT NECK SPINE W/O DYE
CT NECK SPINE W/O DYE
CT NECK SPINE W/O DYE
CT NECK SPINE W/DYE
CT NECK SPINE W/DYE
CT NECK SPINE W/DYE
CT NECK SPINE W/O & W/DYE
CT NECK SPINE W/O & W/DYE
CT NECK SPINE W/O & W/DYE
CT CHEST SPINE W/O DYE
CT CHEST SPINE W/O DYE
CT CHEST SPINE W/O DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$26.72
$13.20
$49.11
$33.44
$15.68
$24.02
$14.31

$9.71
$28.81
$19.39
$9.42
$31.35
$21.93
$9.42
$36.70
$27.28
$9.42
$29.40
$19.95
$9.42
$31.91
$19.95
$11.93
$29.40
$19.95
$9.42
$40.48
$27.28
$13.20
$50.81
$35.13
$15.68
$36.14
$26.72
$9.42
$224.71
$174.78
$49.93
$261.50
$209.06
$52.44
$316.51
$261.60
$54.91
$224.71
$174.78
$49.93

Facility
$26.72
$13.20
$49.11
$33.44
$15.68
$24.02
$14.31

$9.71
$28.81
$19.39
$9.42
$31.35
$21.93
$9.42
$36.70
$27.28
$9.42
$29.40
$19.95
$9.42
$31.91
$19.95
$11.93
$29.40
$19.95
$9.42
$40.48
$27.28
$13.20
$50.81
$35.13
$15.68
$36.14
$26.72
$9.42
$224.71
$174.78
$49.93
$261.50
$209.06
$52.44
$316.51
$261.60
$54.91
$224.71
$174.78
$49.93

Days

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
72129
72129
72129
72130
72130
72130
72131
72131
72131
72132
72132
72132
72133
72133
72133
72141
72141
72141
72142
72142
72142
72146
72146
72146
72147
72147
72147
72148
72148
72148
72149
72149
72149
72156
72156
72156
72157
72157
72157
72158
72158
72158
72170
72170
72170
72190
72190

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
CT CHEST SPINE W/DYE
CT CHEST SPINE W/DYE
CT CHEST SPINE W/DYE
CT CHEST SPINE W/O & W/DYE
CT CHEST SPINE W/O & W/DYE
CT CHEST SPINE W/O & W/DYE
CT LUMBAR SPINE W/O DYE
CT LUMBAR SPINE W/O DYE
CT LUMBAR SPINE W/O DYE
CT LUMBAR SPINE W/DYE
CT LUMBAR SPINE W/DYE
CT LUMBAR SPINE W/DYE
CT LUMBAR SPINE W/O & W/DYE
CT LUMBAR SPINE W/O & W/DYE
CT LUMBAR SPINE W/O & W/DYE
MRI NECK SPINE W/O DYE
MRI NECK SPINE W/O DYE
MRI NECK SPINE W/O DYE
MRI NECK SPINE W/DYE
MRI NECK SPINE W/DYE
MRI NECK SPINE W/DYE
MRI CHEST SPINE W/O DYE
MRI CHEST SPINE W/O DYE
MRI CHEST SPINE W/O DYE
MRI CHEST SPINE W/DYE
MRI CHEST SPINE W/DYE
MRI CHEST SPINE W/DYE
MRI LUMBAR SPINE W/O DYE
MRI LUMBAR SPINE W/O DYE
MRI LUMBAR SPINE W/O DYE
MRI LUMBAR SPINE W/DYE
MRI LUMBAR SPINE W/DYE
MRI LUMBAR SPINE W/DYE
MRI NECK SPINE W/O & W/DYE
MRI NECK SPINE W/O & W/DYE
MRI NECK SPINE W/O & W/DYE
MRI CHEST SPINE W/O & W/DYE
MRI CHEST SPINE W/O & W/DYE
MRI CHEST SPINE W/O & W/DYE
MRI LUMBAR SPINE W/O & W/DYE
MRI LUMBAR SPINE W/O & W/DYE
MRI LUMBAR SPINE W/O & W/DYE
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$261.80
$209.06

$52.73
$316.51
$261.60
$54.91
$224.71
$174.78
$49.93
$261.50
$209.06
$52.44
$316.51
$261.60
$54.91
$400.34
$331.28
$69.06
$480.47
$397.30
$83.17
$436.58
$367.52
$69.06
$480.18
$397.30
$82.88
$431.56
$367.52
$64.04
$474.51
$397.30
$77.17
$847.05
$735.91
$111.10
$846.46
$735.91
$110.55
$837.92
$735.91
$102.01
$22.68
$15.15
$7.53
$29.07
$19.95

Facility
$261.80
$209.06

$52.73
$316.51
$261.60
$54.91
$224.71
$174.78
$49.93
$261.50
$209.06
$52.44
$316.51
$261.60
$54.91
$400.34
$331.28
$69.06
$480.47
$397.30
$83.17
$436.58
$367.52
$69.06
$480.18
$397.30
$82.88
$431.56
$367.52
$64.04
$474.51
$397.30
$77.17
$847.05
$735.91
$111.10
$846.46
$735.91
$110.55
$837.92
$735.91
$102.01
$22.68
$15.15
$7.53
$29.07
$19.95

Days

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
72190
72191
72191
72191
72192
72192
72192
72193
72193
72193
72194
72194
72194
72195
72195
72195
72196
72196
72196
72197
72197
72197
72198
72198
72198
72200
72200
72200
72202
72202
72202
72220
72220
72220
72240
72240
72240
72255
72255
72255
72265
72265
72265
72270
72270
72270
72275

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
X-RAY EXAM OF PELVIS
CT ANGIOGRAPH PELV W/O&W/DYE
CT ANGIOGRAPH PELV W/O&W/DYE
CT ANGIOGRAPH PELV W/O&W/DYE
CT PELVIS W/O DYE
CT PELVIS W/O DYE
CT PELVIS W/O DYE
CT PELVIS W/DYE
CT PELVIS W/DYE
CT PELVIS W/DYE
CT PELVIS W/O & W/DYE
CT PELVIS W/O & W/DYE
CT PELVIS W/O & W/DYE
MRI PELVIS W/O DYE
MRI PELVIS W/O DYE
MRI PELVIS W/O DYE
MRI PELVIS W/DYE
MRI PELVIS W/DYE
MRI PELVIS W/DYE
MRI PELVIS W/O & W/DYE
MRI PELVIS W/O & W/DYE
MRI PELVIS W/O & W/DYE
MR ANGIO PELVIS W/O & W/DYE
MR ANGIO PELVIS W/O & W/DYE
MR ANGIO PELVIS W/O & W/DYE
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM OF TAILBONE
X-RAY EXAM OF TAILBONE
X-RAY EXAM OF TAILBONE
CONTRAST X-RAY OF NECK SPINE
CONTRAST X-RAY OF NECK SPINE
CONTRAST X-RAY OF NECK SPINE
CONTRAST X-RAY, THORAX SPINE
CONTRAST X-RAY, THORAX SPINE
CONTRAST X-RAY, THORAX SPINE
CONTRAST X-RAY, LOWER SPINE
CONTRAST X-RAY, LOWER SPINE
CONTRAST X-RAY, LOWER SPINE
CONTRAST X-RAY SPINE
CONTRAST X-RAY SPINE
CONTRAST X-RAY SPINE
EPIDUROGRAPHY

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office

$9.09
$426.83
$348.65
$78.15
$221.87
$174.78
$47.09
$252.25
$202.32
$49.93
$303.05
$250.62
$52.44
$390.27
$327.17
$63.09
$466.72
$391.99
$74.73
$821.76
$724.41
$97.35
$408.84
$331.28
$77.56
$22.68
$15.15
$7.53
$26.72
$18.54
$8.18
$24.67
$17.14
$7.53
$179.47
$140.50
$38.98
$166.24
$127.85
$38.39
$155.78
$120.55
$35.23
$237.58
$180.68
$56.87
$96.89

10

Facility

$9.09
$426.83
$348.65
$78.15
$221.87
$174.78
$47.09
$252.25
$202.32
$49.93
$303.05
$250.62
$52.44
$390.27
$327.17
$63.09
$466.72
$391.99
$74.73
$821.76
$724.41
$97.35
$408.84
$331.28
$77.56
$22.68
$15.15
$7.53
$26.72
$18.54
$8.18
$24.67
$17.14
$7.53
$179.47
$140.50
$38.98
$166.24
$127.85
$38.39
$155.78
$120.55
$35.23
$237.58
$180.68
$56.87
$96.89

Days

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
72275
72275
72285
72285
72285
72295
72295
72295
73000
73000
73000
73010
73010
73010
73020
73020
73020
73030
73030
73030
73040
73040
73040
73050
73050
73050
73060
73060
73060
73070
73070
73070
73080
73080
73080
73085
73085
73085
73090
73090
73090
73092
73092
73092
73100
73100
73100

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
EPIDUROGRAPHY
EPIDUROGRAPHY
X-RAY C/T SPINE DISK
X-RAY C/T SPINE DISK
X-RAY C/T SPINE DISK
X-RAY OF LOWER SPINE DISK
X-RAY OF LOWER SPINE DISK
X-RAY OF LOWER SPINE DISK
X-RAY EXAM OF COLLAR BONE
X-RAY EXAM OF COLLAR BONE
X-RAY EXAM OF COLLAR BONE
X-RAY EXAM OF SHOULDER BLADE
X-RAY EXAM OF SHOULDER BLADE
X-RAY EXAM OF SHOULDER BLADE
X-RAY EXAM OF SHOULDER
X-RAY EXAM OF SHOULDER
X-RAY EXAM OF SHOULDER
X-RAY EXAM OF SHOULDER
X-RAY EXAM OF SHOULDER
X-RAY EXAM OF SHOULDER
CONTRAST X-RAY OF SHOULDER
CONTRAST X-RAY OF SHOULDER
CONTRAST X-RAY OF SHOULDER
X-RAY EXAM OF SHOULDERS
X-RAY EXAM OF SHOULDERS
X-RAY EXAM OF SHOULDERS
X-RAY EXAM OF HUMERUS
X-RAY EXAM OF HUMERUS
X-RAY EXAM OF HUMERUS
X-RAY EXAM OF ELBOW
X-RAY EXAM OF ELBOW
X-RAY EXAM OF ELBOW
X-RAY EXAM OF ELBOW
X-RAY EXAM OF ELBOW
X-RAY EXAM OF ELBOW
CONTRAST X-RAY OF ELBOW
CONTRAST X-RAY OF ELBOW
CONTRAST X-RAY OF ELBOW
X-RAY EXAM OF FOREARM
X-RAY EXAM OF FOREARM
X-RAY EXAM OF FOREARM
X-RAY EXAM OF ARM, INFANT
X-RAY EXAM OF ARM, INFANT
X-RAY EXAM OF ARM, INFANT
X-RAY EXAM OF WRIST
X-RAY EXAM OF WRIST
X-RAY EXAM OF WRIST

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$65.34
$31.55

$297.48
$247.55
$49.96
$268.48
$232.07
$36.37
$22.06
$15.15
$6.91
$22.68
$15.15
$7.53
$20.34
$13.75
$6.58
$25.00
$17.14
$7.85
$85.61
$62.38
$23.24
$28.74
$19.95
$8.77
$24.67
$17.14
$7.53
$21.74
$15.15
$6.58
$24.67
$17.14
$7.53
$86.20
$62.38
$23.82
$22.06
$15.15
$6.91
$21.25
$14.31
$6.91
$21.25
$14.31
$6.91

1"

Facility
$65.34
$31.55

$297.48
$247.55
$49.96
$268.48
$232.07
$36.37
$22.06
$15.15
$6.91
$22.68
$15.15
$7.53
$20.34
$13.75
$6.58
$25.00
$17.14
$7.85
$85.61
$62.38
$23.24
$28.74
$19.95
$8.77
$24.67
$17.14
$7.53
$21.74
$15.15
$6.58
$24.67
$17.14
$7.53
$86.20
$62.38
$23.82
$22.06
$15.15
$6.91
$21.25
$14.31
$6.91
$21.25
$14.31
$6.91

Days

PA

Mult

Bilat

K<< << << <<

P

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
73110
73110
73110
73115
73115
73115
73120
73120
73120
73130
73130
73130
73140
73140
73140
73200
73200
73200
73201
73201
73201
73202
73202
73202
73206
73206
73206
73218
73218
73218
73219
73219
73219
73220
73220
73220
73221
73221
73221
73222
73222
73222
73223
73223
73223
73500
73500

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
X-RAY EXAM OF WRIST
X-RAY EXAM OF WRIST
X-RAY EXAM OF WRIST
CONTRAST X-RAY OF WRIST
CONTRAST X-RAY OF WRIST
CONTRAST X-RAY OF WRIST
X-RAY EXAM OF HAND
X-RAY EXAM OF HAND
X-RAY EXAM OF HAND
X-RAY EXAM OF HAND
X-RAY EXAM OF HAND
X-RAY EXAM OF HAND
X-RAY EXAM OF FINGER(S)
X-RAY EXAM OF FINGER(S)
X-RAY EXAM OF FINGER(S)
CT UPPER EXTREMITY W/O DYE
CT UPPER EXTREMITY W/O DYE
CT UPPER EXTREMITY W/O DYE
CT UPPER EXTREMITY W/DYE
CT UPPER EXTREMITY W/DYE
CT UPPER EXTREMITY W/DYE
CT UPPR EXTREMITY W/O&W/DYE
CT UPPR EXTREMITY W/O&W/DYE
CT UPPR EXTREMITY W/O&W/DYE
CT ANGIO UPR EXTRM W/O&W/DYE
CT ANGIO UPR EXTRM W/O&W/DYE
CT ANGIO UPR EXTRM W/O&W/DYE
MRI UPPER EXTREMITY W/O DYE
MRI UPPER EXTREMITY W/O DYE
MRI UPPER EXTREMITY W/O DYE
MRI UPPER EXTREMITY W/DYE
MRI UPPER EXTREMITY W/DYE
MRI UPPER EXTREMITY W/DYE
MRI UPPR EXTREMITY W/O&W/DYE
MRI UPPR EXTREMITY W/O&W/DYE
MRI UPPR EXTREMITY W/O&W/DYE
MRI JOINT UPR EXTREM W/O DYE
MRI JOINT UPR EXTREM W/O DYE
MRI JOINT UPR EXTREM W/O DYE
MRI JOINT UPR EXTREM W/DYE
MRI JOINT UPR EXTREM W/DYE
MRI JOINT UPR EXTREM W/DYE
MRI JOINT UPR EXTR W/O&W/DYE
MRI JOINT UPR EXTR W/O&W/DYE
MRI JOINT UPR EXTR W/O&W/DYE
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$22.98
$15.45

$7.53
$70.75
$47.22
$23.53
$21.25
$14.31
$6.91
$22.98
$15.45
$7.53
$18.02
$12.35
$5.64
$193.45
$146.39
$47.09
$224.71
$174.78
$49.93
$272.19
$219.46
$52.73
$396.56
$318.67
$77.89
$383.49
$325.41
$58.11
$460.53
$390.53
$70.00
$814.98
$722.06
$92.91
$383.49
$325.41
$58.11
$460.24
$390.53
$69.71
$814.98
$722.06
$92.91
$21.28
$13.75

12

Facility
$22.98
$15.45

$7.53
$70.75
$47.22
$23.53
$21.25
$14.31
$6.91
$22.98
$15.45
$7.53
$18.02
$12.35
$5.64
$193.45
$146.39
$47.09
$224.71
$174.78
$49.93
$272.19
$219.46
$52.73
$396.56
$318.67
$77.89
$383.49
$325.41
$58.11
$460.53
$390.53
$70.00
$814.98
$722.06
$92.91
$383.49
$325.41
$58.11
$460.24
$390.53
$69.71
$814.98
$722.06
$92.91
$21.28
$13.75

Days

PA

Mult

Bilat

R R e e I I I eI

P I e e

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
73500
73510
73510
73510
73520
73520
73520
73525
73525
73525
73530
73530
73530
73540
73540
73540
73542
73542
73542
73550
73550
73550
73560
73560
73560
73562
73562
73562
73564
73564
73564
73565
73565
73565
73580
73580
73580
73590
73590
73590
73592
73592
73592
73600
73600
73600
73610

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIPS
X-RAY EXAM OF HIPS
X-RAY EXAM OF HIPS
CONTRAST X-RAY OF HIP
CONTRAST X-RAY OF HIP
CONTRAST X-RAY OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF PELVIS & HIPS
X-RAY EXAM OF PELVIS & HIPS
X-RAY EXAM OF PELVIS & HIPS
X-RAY EXAM SACROILIAC JOINT
X-RAY EXAM SACROILIAC JOINT
X-RAY EXAM SACROILIAC JOINT
X-RAY EXAM OF THIGH
X-RAY EXAM OF THIGH
X-RAY EXAM OF THIGH
X-RAY EXAM OF KNEE, 1 OR 2
X-RAY EXAM OF KNEE, 1 OR 2
X-RAY EXAM OF KNEE, 1 OR 2
X-RAY EXAM OF KNEE, 3
X-RAY EXAM OF KNEE, 3
X-RAY EXAM OF KNEE, 3
X-RAY EXAM, KNEE, 4 OR MORE
X-RAY EXAM, KNEE, 4 OR MORE
X-RAY EXAM, KNEE, 4 OR MORE
X-RAY EXAM OF KNEES
X-RAY EXAM OF KNEES
X-RAY EXAM OF KNEES
CONTRAST X-RAY OF KNEE JOINT
CONTRAST X-RAY OF KNEE JOINT
CONTRAST X-RAY OF KNEE JOINT
X-RAY EXAM OF LOWER LEG
X-RAY EXAM OF LOWER LEG
X-RAY EXAM OF LOWER LEG
X-RAY EXAM OF LEG, INFANT
X-RAY EXAM OF LEG, INFANT
X-RAY EXAM OF LEG, INFANT
X-RAY EXAM OF ANKLE
X-RAY EXAM OF ANKLE
X-RAY EXAM OF ANKLE
X-RAY EXAM OF ANKLE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office

$7.53
$26.27
$17.14
$9.09
$31.25
$19.95
$11.28
$85.91
$62.38
$23.53
$27.70
$15.15
$12.55
$25.94
$17.14
$8.77
$87.28
$62.38
$24.90
$24.67
$17.14
$7.53
$22.68
$15.15
$7.53
$25.00
$17.14
$7.85
$27.99
$18.54
$9.42
$21.84
$14.31
$7.53
$100.80
$77.56
$23.24
$22.68
$15.15
$7.53
$21.25
$14.31
$6.91
$21.25
$14.31
$6.91
$22.98

13

Facility

$7.53
$26.27
$17.14
$9.09
$31.25
$19.95
$11.28
$85.91
$62.38
$23.53
$27.70
$15.15
$12.55
$25.94
$17.14
$8.77
$87.28
$62.38
$24.90
$24.67
$17.14
$7.53
$22.68
$15.15
$7.53
$25.00
$17.14
$7.85
$27.99
$18.54
$9.42
$21.84
$14.31
$7.53
$100.80
$77.56
$23.24
$22.68
$15.15
$7.53
$21.25
$14.31
$6.91
$21.25
$14.31
$6.91
$22.98

Days

PA

Mult

Bilat

K<< << << << << << =<=<=<<

K<< << << <<

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
73610
73610
73615
73615
73615
73620
73620
73620
73630
73630
73630
73650
73650
73650
73660
73660
73660
73700
73700
73700
73701
73701
73701
73702
73702
73702
73706
73706
73706
73718
73718
73718
73719
73719
73719
73720
73720
73720
73721
73721
73721
73722
73722
73722
73723
73723
73723

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
X-RAY EXAM OF ANKLE
X-RAY EXAM OF ANKLE
CONTRAST X-RAY OF ANKLE
CONTRAST X-RAY OF ANKLE
CONTRAST X-RAY OF ANKLE
X-RAY EXAM OF FOOT
X-RAY EXAM OF FOOT
X-RAY EXAM OF FOOT
X-RAY EXAM OF FOOT
X-RAY EXAM OF FOOT
X-RAY EXAM OF FOOT
X-RAY EXAM OF HEEL
X-RAY EXAM OF HEEL
X-RAY EXAM OF HEEL
X-RAY EXAM OF TOE(S)
X-RAY EXAM OF TOE(S)
X-RAY EXAM OF TOE(S)
CT LOWER EXTREMITY W/O DYE
CT LOWER EXTREMITY W/O DYE
CT LOWER EXTREMITY W/O DYE
CT LOWER EXTREMITY W/DYE
CT LOWER EXTREMITY W/DYE
CT LOWER EXTREMITY W/DYE
CT LWR EXTREMITY W/O&W/DYE
CT LWR EXTREMITY W/O&W/DYE
CT LWR EXTREMITY W/O&W/DYE
CT ANGIO LWR EXTR W/O&W/DYE
CT ANGIO LWR EXTR W/O&W/DYE
CT ANGIO LWR EXTR W/O&W/DYE
MRI LOWER EXTREMITY W/O DYE
MRI LOWER EXTREMITY W/O DYE
MRI LOWER EXTREMITY W/O DYE
MRI LOWER EXTREMITY W/DYE
MRI LOWER EXTREMITY W/DYE
MRI LOWER EXTREMITY W/DYE
MRI LWR EXTREMITY W/O&W/DYE
MRI LWR EXTREMITY W/O&W/DYE
MRI LWR EXTREMITY W/O&W/DYE
MRI JNT OF LWR EXTRE W/O DYE
MRI JNT OF LWR EXTRE W/O DYE
MRI JNT OF LWR EXTRE W/O DYE
MRI JOINT OF LWR EXTR W/DYE
MRI JOINT OF LWR EXTR W/DYE
MRI JOINT OF LWR EXTR W/DYE
MRI JOINT LWR EXTR W/O&W/DYE
MRI JOINT LWR EXTR W/O&W/DYE
MRI JOINT LWR EXTR W/O&W/DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office

$15.45
$7.53
$85.91
$62.38
$23.53
$21.25
$14.31
$6.91
$22.98
$15.45
$7.53
$20.66
$13.75
$6.91
$18.02
$12.35
$5.64
$193.45
$146.39
$47.09
$224.71
$174.78
$49.93
$271.90
$219.46
$52.44
$400.63
$318.67
$81.96
$383.49
$325.41
$58.11
$460.24
$390.53
$69.71
$814.72
$722.06
$92.62
$383.49
$325.41
$58.11
$460.24
$390.53
$69.71
$814.98
$722.06
$92.91

14

Facility

$15.45
$7.53
$85.91
$62.38
$23.53
$21.25
$14.31
$6.91
$22.98
$15.45
$7.53
$20.66
$13.75
$6.91
$18.02
$12.35
$5.64
$193.45
$146.39
$47.09
$224.71
$174.78
$49.93
$271.90
$219.46
$52.44
$400.63
$318.67
$81.96
$383.49
$325.41
$58.11
$460.24
$390.53
$69.71
$814.72
$722.06
$92.62
$383.49
$325.41
$58.11
$460.24
$390.53
$69.71
$814.98
$722.06
$92.91

Days

PA

Mult

Bilat

KL< << << <<

R I

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
73725
73725
73725
74000
74000
74000
74010
74010
74010
74020
74020
74020
74022
74022
74022
74150
74150
74150
74160
74160
74160
74170
74170
74170
74175
74175
74175
74181
74181
74181
74182
74182
74182
74183
74183
74183
74185
74185
74185
74190
74190
74190
74210
74210
74210
74220
74220

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
MR ANG LWR EXT W OR W/O DYE
MR ANG LWR EXT W OR W/O DYE
MR ANG LWR EXT W OR W/O DYE
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM SERIES ABDOMEN
X-RAY EXAM SERIES ABDOMEN
X-RAY EXAM SERIES ABDOMEN
CT ABDOMEN W/O DYE
CT ABDOMEN W/O DYE
CT ABDOMEN W/O DYE
CT ABDOMEN W/DYE
CT ABDOMEN W/DYE
CT ABDOMEN W/DYE
CT ABDOMEN W/O & W/DYE
CT ABDOMEN W/O & W/DYE
CT ABDOMEN W/O & W/DYE
CT ANGIO ABDOM W/O & W/DYE
CT ANGIO ABDOM W/O & W/DYE
CT ANGIO ABDOM W/O & W/DYE
MRI ABDOMEN W/O DYE
MRI ABDOMEN W/O DYE
MRI ABDOMEN W/O DYE
MRI ABDOMEN W/DYE
MRI ABDOMEN W/DYE
MRI ABDOMEN W/DYE
MRI ABDOMEN W/O & W/DYE
MRI ABDOMEN W/O & W/DYE
MRI ABDOMEN W/O & W/DYE
MRI ANGIO ABDOM W ORW/O DYE
MRI ANGIO ABDOM W ORW/O DYE
MRI ANGIO ABDOM W ORW/O DYE
X-RAY EXAM OF PERITONEUM
X-RAY EXAM OF PERITONEUM
X-RAY EXAM OF PERITONEUM
CONTRST X-RAY EXAM OF THROAT
CONTRST X-RAY EXAM OF THROAT
CONTRST X-RAY EXAM OF THROAT
CONTRAST X-RAY, ESOPHAGUS
CONTRAST X-RAY, ESOPHAGUS

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method

RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$409.79
$331.28

$78.48
$23.01
$15.15
$7.85
$27.18
$17.14
$10.04
$30.18
$18.54
$11.60
$35.46
$21.93
$13.52
$218.65
$167.48
$51.20
$257.23
$202.32
$54.91
$310.91
$250.62
$60.29
$430.32
$348.65
$81.67
$389.97
$327.17
$62.80
$466.72
$391.99
$74.73
$821.76
$724.41
$97.35
$408.84
$331.28
$77.56
$59.51
$38.78
$20.73
$50.81
$35.13
$15.68
$54.91
$35.13

15

Facility
$409.79
$331.28

$78.48
$23.01
$15.15
$7.85
$27.18
$17.14
$10.04
$30.18
$18.54
$11.60
$35.46
$21.93
$13.52
$218.65
$167.48
$51.20
$257.23
$202.32
$54.91
$310.91
$250.62
$60.29
$430.32
$348.65
$81.67
$389.97
$327.17
$62.80
$466.72
$391.99
$74.73
$821.76
$724.41
$97.35
$408.84
$331.28
$77.56
$59.51
$38.78
$20.73
$50.81
$35.13
$15.68
$54.91
$35.13

Days

PA

Mult

Bilat
Y
Y
Y

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
74220
74230
74230
74230
74235
74235
74235
74240
74240
74240
74241
74241
74241
74245
74245
74245
74246
74246
74246
74247
74247
74247
74249
74249
74249
74250
74250
74250
74251
74251
74251
74260
74260
74260
74270
74270
74270
74280
74280
74280
74283
74283
74283
74290
74290
74290
74291

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
CONTRAST X-RAY, ESOPHAGUS
CINE/NVID X-RAY THROAT/ESOPH
CINE/NVID X-RAY THROAT/ESOPH
CINE/NVID X-RAY THROAT/ESOPH
REMOVE ESOPHAGUS OBSTRUCTION
REMOVE ESOPHAGUS OBSTRUCTION
REMOVE ESOPHAGUS OBSTRUCTION
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY GALLBLADDER
CONTRAST X-RAY GALLBLADDER
CONTRAST X-RAY GALLBLADDER
CONTRAST X-RAYS GALLBLADDER

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method

RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$19.78
$61.40
$38.78
$22.62

$129.02
$77.56
$51.49
$73.10
$43.28
$29.82
$73.95
$44.13
$29.82
$109.76
$70.52
$39.24
$78.74
$48.92
$29.82
$80.14
$50.32
$29.82
$115.40
$76.16
$39.24
$58.89
$38.78
$20.11
$68.60
$38.78
$29.82
$65.47
$44.13
$21.38
$80.69
$50.87
$29.82
$108.75
$66.32
$42.40
$162.85
$75.87
$86.98
$35.46
$21.93
$13.52
$21.15

16

Facility
$19.78
$61.40
$38.78
$22.62

$129.02
$77.56
$51.49
$73.10
$43.28
$29.82
$73.95
$44.13
$29.82
$109.76
$70.52
$39.24
$78.74
$48.92
$29.82
$80.14
$50.32
$29.82
$115.40
$76.16
$39.24
$58.89
$38.78
$20.11
$68.60
$38.78
$29.82
$65.47
$44.13
$21.38
$80.69
$50.87
$29.82
$108.75
$66.32
$42.40
$162.85
$75.87
$86.98
$35.46
$21.93
$13.52
$21.15

Days

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
74291
74291
74300
74300
74300
74301
74301
74301
74305
74305
74305
74320
74320
74320
74327
74327
74327
74328
74328
74328
74329
74329
74329
74330
74330
74330
74340
74340
74340
74350
74350
74350
74355
74355
74355
74360
74360
74360
74363
74363
74363
74400
74400
74400
74410
74410
74410

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
CONTRAST X-RAYS GALLBLADDER
CONTRAST X-RAYS GALLBLADDER
X-RAY BILE DUCTS/PANCREAS
X-RAY BILE DUCTS/PANCREAS
X-RAY BILE DUCTS/PANCREAS
X-RAYS AT SURGERY ADD-ON
X-RAYS AT SURGERY ADD-ON
X-RAYS AT SURGERY ADD-ON
X-RAY BILE DUCTS/PANCREAS
X-RAY BILE DUCTS/PANCREAS
X-RAY BILE DUCTS/PANCREAS
CONTRAST X-RAY OF BILE DUCTS
CONTRAST X-RAY OF BILE DUCTS
CONTRAST X-RAY OF BILE DUCTS
X-RAY BILE STONE REMOVAL
X-RAY BILE STONE REMOVAL
X-RAY BILE STONE REMOVAL
X-RAY BILE DUCT ENDOSCOPY
X-RAY BILE DUCT ENDOSCOPY
X-RAY BILE DUCT ENDOSCOPY
X-RAY FOR PANCREAS ENDOSCOPY
X-RAY FOR PANCREAS ENDOSCOPY
X-RAY FOR PANCREAS ENDOSCOPY
X-RAY BILE/PANC ENDOSCOPY
X-RAY BILE/PANC ENDOSCOPY
X-RAY BILE/PANC ENDOSCOPY
X-RAY GUIDE FOR GI TUBE
X-RAY GUIDE FOR GI TUBE
X-RAY GUIDE FOR GI TUBE
X-RAY GUIDE STOMACH TUBE
X-RAY GUIDE STOMACH TUBE
X-RAY GUIDE STOMACH TUBE
X-RAY GUIDE INTESTINAL TUBE
X-RAY GUIDE INTESTINAL TUBE
X-RAY GUIDE INTESTINAL TUBE
X-RAY GUIDE GI DILATION
X-RAY GUIDE GI DILATION
X-RAY GUIDE GI DILATION
X-RAY BILE DUCT DILATION
X-RAY BILE DUCT DILATION
X-RAY BILE DUCT DILATION
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/2/2004
7/1/2003
7/1/2003
7/2/2004
7/1/2003
7/1/2003
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office

$12.35
$8.77
$0.00
$0.00
$15.68
$0.00
$0.00
$9.09
$41.52
$23.33
$18.19
$116.54
$93.31
$23.24
$82.71
$52.57
$30.15
$123.45
$93.31
$30.15
$123.45
$93.31
$30.15
$131.92
$93.31
$38.65
$100.80
$77.56
$23.24
$125.96
$93.31
$32.66
$110.22
$77.56
$32.66
$117.10
$93.31
$23.82
$218.68
$180.68
$38.00
$71.37
$50.32
$21.05
$78.93
$57.88
$21.05

17

Facility

$12.35
$8.77
$0.00
$0.00
$15.68
$0.00
$0.00
$9.09
$41.52
$23.33
$18.19
$116.54
$93.31
$23.24
$82.71
$52.57
$30.15
$123.45
$93.31
$30.15
$123.45
$93.31
$30.15
$131.92
$93.31
$38.65
$100.80
$77.56
$23.24
$125.96
$93.31
$32.66
$110.22
$77.56
$32.66
$117.10
$93.31
$23.82
$218.68
$180.68
$38.00
$71.37
$50.32
$21.05
$78.93
$57.88
$21.05

Days

2727
777
2727

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
74415
74415
74415
74420
74420
74420
74425
74425
74425
74430
74430
74430
74440
74440
74440
74445
74445
74445
74450
74450
74450
74455
74455
74455
74470
74470
74470
74475
74475
74475
74480
74480
74480
74485
74485
74485
74710
74710
74710
74740
74740
74740
74742
74742
74742
74775
74775

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRAST X-RAY, BLADDER
CONTRAST X-RAY, BLADDER
CONTRAST X-RAY, BLADDER
X-RAY, MALE GENITAL TRACT
X-RAY, MALE GENITAL TRACT
X-RAY, MALE GENITAL TRACT
X-RAY EXAM OF PENIS
X-RAY EXAM OF PENIS
X-RAY EXAM OF PENIS
X-RAY, URETHRA/BLADDER
X-RAY, URETHRA/BLADDER
X-RAY, URETHRA/BLADDER
X-RAY, URETHRA/BLADDER
X-RAY, URETHRA/BLADDER
X-RAY, URETHRA/BLADDER
X-RAY EXAM OF KIDNEY LESION
X-RAY EXAM OF KIDNEY LESION
X-RAY EXAM OF KIDNEY LESION
X-RAY CONTROL CATH INSERT
X-RAY CONTROL CATH INSERT
X-RAY CONTROL CATH INSERT
X-RAY CONTROL CATH INSERT
X-RAY CONTROL CATH INSERT
X-RAY CONTROL CATH INSERT
X-RAY GUIDE GU DILATION
X-RAY GUIDE GU DILATION
X-RAY GUIDE GU DILATION
X-RAY MEASUREMENT OF PELVIS
X-RAY MEASUREMENT OF PELVIS
X-RAY MEASUREMENT OF PELVIS
X-RAY, FEMALE GENITAL TRACT
X-RAY, FEMALE GENITAL TRACT
X-RAY, FEMALE GENITAL TRACT
X-RAY, FALLOPIAN TUBE
X-RAY, FALLOPIAN TUBE
X-RAY, FALLOPIAN TUBE
X-RAY EXAM OF PERINEUM
X-RAY EXAM OF PERINEUM

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$83.98
$62.96
$21.05
$93.24
$77.56
$15.68
$54.46
$38.78
$15.68
$45.01
$31.19
$13.82
$49.76
$33.44
$16.33
$83.04
$33.44
$49.57
$57.72
$43.28
$14.44
$61.66
$47.22
$14.44
$60.32
$37.09
$23.24

$143.79
$120.55
$23.24
$143.79
$120.55
$23.24
$116.54
$93.31
$23.24
$45.95
$31.19
$14.76
$55.40
$38.78
$16.62
$119.67
$93.31
$26.37
$70.26
$43.28

18

Facility
$83.98
$62.96
$21.05
$93.24
$77.56
$15.68
$54.46
$38.78
$15.68
$45.01
$31.19
$13.82
$49.76
$33.44
$16.33
$83.04
$33.44
$49.57
$57.72
$43.28
$14.44
$61.66
$47.22
$14.44
$60.32
$37.09
$23.24

$143.79
$120.55
$23.24
$143.79
$120.55
$23.24
$116.54
$93.31
$23.24
$45.95
$31.19
$14.76
$55.40
$38.78
$16.62
$119.67
$93.31
$26.37
$70.26
$43.28

Days

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
74775
75552
75552
75552
75553
75553
75553
75554
75554
75554
75555
75555
75555
75556
75600
75600
75600
75605
75605
75605
75625
75625
75625
75630
75630
75630
75635
75635
75635
75650
75650
75650
75658
75658
75658
75660
75660
75660
75662
75662
75662
75665
75665
75665
75671
75671
75671

Mod
26

TC
26

TC
26

TC
26

TC
26
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
X-RAY EXAM OF PERINEUM
HEART MRI FOR MORPH W/O DYE
HEART MRI FOR MORPH W/O DYE
HEART MRI FOR MORPH W/O DYE
HEART MRl FOR MORPH W/DYE
HEART MRI FOR MORPH W/DYE
HEART MRl FOR MORPH W/DYE
CARDIAC MRI/FUNCTION
CARDIAC MRI/FUNCTION
CARDIAC MRI/FUNCTION
CARDIAC MRI/LIMITED STUDY
CARDIAC MRI/LIMITED STUDY
CARDIAC MRI/LIMITED STUDY
CARDIAC MRI/FLOW MAPPING
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA
X-RAY AORTA, LEG ARTERIES
X-RAY AORTA, LEG ARTERIES
X-RAY AORTA, LEG ARTERIES
CT ANGIO ABDOMINAL ARTERIES
CT ANGIO ABDOMINAL ARTERIES
CT ANGIO ABDOMINAL ARTERIES
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, ARM
ARTERY X-RAYS, ARM
ARTERY X-RAYS, ARM
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK
ARTERY X-RAYS, HEAD & NECK

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2003
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office

$26.98
$400.34
$331.28
$69.06
$416.76
$331.28
$85.45
$410.93
$331.28
$79.65
$407.99
$331.28
$76.72
$0.00
$394.18
$372.31
$21.87
$422.14
$372.31
$49.83
$421.88
$372.31
$49.57
$467.01
$388.34
$78.67
$561.00
$457.40
$103.60
$436.93
$372.31
$64.66
$430.22
$372.31
$57.91
$429.67
$372.31
$57.39
$445.28
$372.31
$73.00
$429.96
$372.31
$57.68
$444.46
$372.31
$72.15

19

Facility

$26.98
$400.34
$331.28
$69.06
$416.76
$331.28
$85.45
$410.93
$331.28
$79.65
$407.99
$331.28
$76.72
$0.00
$394.18
$372.31
$21.87
$422.14
$372.31
$49.83
$421.88
$372.31
$49.57
$467.01
$388.34
$78.67
$561.00
$457.40
$103.60
$436.93
$372.31
$64.66
$430.22
$372.31
$57.91
$429.67
$372.31
$57.39
$445.28
$372.31
$73.00
$429.96
$372.31
$57.68
$444.46
$372.31
$72.15

Days

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
75676
75676
75676
75680
75680
75680
75685
75685
75685
75705
75705
75705
75710
75710
75710
75716
75716
75716
75722
75722
75722
75724
75724
75724
75726
75726
75726
75731
75731
75731
75733
75733
75733
75736
75736
75736
75741
75741
75741
75743
75743
75743
75746
75746
75746
75756
75756

Please see first page for a complete description
of information contained in the fee schedules.

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
ARTERY X-RAYS, NECK
ARTERY X-RAYS, NECK
ARTERY X-RAYS, NECK
ARTERY X-RAYS, NECK
ARTERY X-RAYS, NECK
ARTERY X-RAYS, NECK
ARTERY X-RAYS, SPINE
ARTERY X-RAYS, SPINE
ARTERY X-RAYS, SPINE
ARTERY X-RAYS, SPINE
ARTERY X-RAYS, SPINE
ARTERY X-RAYS, SPINE
ARTERY X-RAYS, ARM/LEG
ARTERY X-RAYS, ARM/LEG
ARTERY X-RAYS, ARM/LEG
ARTERY X-RAYS, ARMS/LEGS
ARTERY X-RAYS, ARMS/LEGS
ARTERY X-RAYS, ARMS/LEGS
ARTERY X-RAYS, KIDNEY
ARTERY X-RAYS, KIDNEY
ARTERY X-RAYS, KIDNEY
ARTERY X-RAYS, KIDNEYS
ARTERY X-RAYS, KIDNEYS
ARTERY X-RAYS, KIDNEYS
ARTERY X-RAYS, ABDOMEN
ARTERY X-RAYS, ABDOMEN
ARTERY X-RAYS, ABDOMEN

ARTERY X-RAYS, ADRENAL GLAND
ARTERY X-RAYS, ADRENAL GLAND
ARTERY X-RAYS, ADRENAL GLAND

ARTERY X-RAYS, ADRENALS
ARTERY X-RAYS, ADRENALS
ARTERY X-RAYS, ADRENALS
ARTERY X-RAYS, PELVIS
ARTERY X-RAYS, PELVIS
ARTERY X-RAYS, PELVIS
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, LUNGS
ARTERY X-RAYS, LUNGS
ARTERY X-RAYS, LUNGS
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, CHEST
ARTERY X-RAYS, CHEST

Effective
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$429.96
$372.31

$57.68
$444.46
$372.31
$72.15
$429.11
$372.31
$56.80
$467.63
$372.31
$95.33
$422.43
$372.31
$50.16
$429.11
$372.31
$56.80
$422.43
$372.31
$50.12
$438.30
$372.31
$66.03
$421.29
$372.31
$48.98
$421.58
$372.31
$49.28
$429.08
$372.31
$56.80
$421.88
$372.31
$49.57
$428.82
$372.31
$56.51
$443.58
$372.31
$71.31
$421.58
$372.31
$49.28
$423.25
$372.31

20

Facility
$429.96
$372.31

$57.68
$444.46
$372.31
$72.15
$429.11
$372.31
$56.80
$467.63
$372.31
$95.33
$422.43
$372.31
$50.16
$429.11
$372.31
$56.80
$422.43
$372.31
$50.12
$438.30
$372.31
$66.03
$421.29
$372.31
$48.98
$421.58
$372.31
$49.28
$429.08
$372.31
$56.80
$421.88
$372.31
$49.57
$428.82
$372.31
$56.51
$443.58
$372.31
$71.31
$421.58
$372.31
$49.28
$423.25
$372.31

Days

PA

Mult

Bilat

<<=

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
75756
75774
75774
75774
75790
75790
75790
75801
75801
75801
75803
75803
75803
75805
75805
75805
75807
75807
75807
75809
75809
75809
75810
75810
75810
75820
75820
75820
75822
75822
75822
75825
75825
75825
75827
75827
75827
75831
75831
75831
75833
75833
75833
75840
75840
75840
75842

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
ARTERY X-RAYS, CHEST
ARTERY X-RAY, EACH VESSEL
ARTERY X-RAY, EACH VESSEL
ARTERY X-RAY, EACH VESSEL
VISUALIZE A-V SHUNT
VISUALIZE A-V SHUNT
VISUALIZE A-V SHUNT
LYMPH VESSEL X-RAY, ARM/LEG
LYMPH VESSEL X-RAY, ARM/LEG
LYMPH VESSEL X-RAY, ARM/LEG

LYMPH VESSEL X-RAY,ARMS/LEGS
LYMPH VESSEL X-RAY,ARMS/LEGS
LYMPH VESSEL X-RAY,ARMS/LEGS

LYMPH VESSEL X-RAY, TRUNK
LYMPH VESSEL X-RAY, TRUNK
LYMPH VESSEL X-RAY, TRUNK
LYMPH VESSEL X-RAY, TRUNK
LYMPH VESSEL X-RAY, TRUNK
LYMPH VESSEL X-RAY, TRUNK
NONVASCULAR SHUNT, X-RAY
NONVASCULAR SHUNT, X-RAY
NONVASCULAR SHUNT, X-RAY
VEIN X-RAY, SPLEEN/LIVER
VEIN X-RAY, SPLEEN/LIVER
VEIN X-RAY, SPLEEN/LIVER
VEIN X-RAY, ARM/LEG

VEIN X-RAY, ARM/LEG

VEIN X-RAY, ARM/LEG

VEIN X-RAY, ARMS/LEGS

VEIN X-RAY, ARMS/LEGS

VEIN X-RAY, ARMS/LEGS

VEIN X-RAY, TRUNK

VEIN X-RAY, TRUNK

VEIN X-RAY, TRUNK

VEIN X-RAY, CHEST

VEIN X-RAY, CHEST

VEIN X-RAY, CHEST

VEIN X-RAY, KIDNEY

VEIN X-RAY, KIDNEY

VEIN X-RAY, KIDNEY

VEIN X-RAY, KIDNEYS

VEIN X-RAY, KIDNEYS

VEIN X-RAY, KIDNEYS

VEIN X-RAY, ADRENAL GLAND
VEIN X-RAY, ADRENAL GLAND
VEIN X-RAY, ADRENAL GLAND
VEIN X-RAY, ADRENAL GLANDS

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$50.94
$387.98
$372.31
$15.68
$119.93
$40.18
$79.72
$196.19
$160.18
$36.01
$210.43
$160.18
$50.25
$216.14
$180.68
$35.43
$230.93
$180.68
$50.25
$43.44
$23.33
$20.11
$421.29
$372.31
$48.98
$58.82
$28.39
$30.44
$89.66
$43.83
$45.82
$421.88
$372.31
$49.57
$421.58
$372.31
$49.28
$421.88
$372.31
$49.57
$437.23
$372.31
$64.95
$422.17
$372.31
$49.86
$436.38

21

Facility
$50.94
$387.98
$372.31
$15.68
$119.93
$40.18
$79.72
$196.19
$160.18
$36.01
$210.43
$160.18
$50.25
$216.14
$180.68
$35.43
$230.93
$180.68
$50.25
$43.44
$23.33
$20.11
$421.29
$372.31
$48.98
$58.82
$28.39
$30.44
$89.66
$43.83
$45.82
$421.88
$372.31
$49.57
$421.58
$372.31
$49.28
$421.88
$372.31
$49.57
$437.23
$372.31
$64.95
$422.17
$372.31
$49.86
$436.38

Days

2727
777
2727

PA

Mult

Bilat

Assist CoSurg Team

Adjust

Fees as of July 2005



Proc
75842
75842
75860
75860
75860
75870
75870
75870
75872
75872
75872
75880
75880
75880
75885
75885
75885
75887
75887
75887
75889
75889
75889
75891
75891
75891
75893
75893
75893
75894
75894
75894
75896
75896
75896
75898
75898
75898
75900
75900
75900
75901
75901
75901
75902
75902
75902

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
VEIN X-RAY, ADRENAL GLANDS
VEIN X-RAY, ADRENAL GLANDS
VEIN X-RAY NECK
VEIN X-RAY NECK
VEIN X-RAY NECK
VEIN X-RAY, SKULL
VEIN X-RAY, SKULL
VEIN X-RAY, SKULL
VEIN X-RAY, SKULL
VEIN X-RAY, SKULL
VEIN X-RAY, SKULL
VEIN X-RAY, EYE SOCKET
VEIN X-RAY, EYE SOCKET
VEIN X-RAY, EYE SOCKET
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VENOUS SAMPLING BY CATHETER
VENOUS SAMPLING BY CATHETER
VENOUS SAMPLING BY CATHETER
X-RAYS TRANSCATH THERAPY
X-RAYS TRANSCATH THERAPY
X-RAYS TRANSCATH THERAPY
X-RAYS TRANSCATH THERAPY
X-RAYS TRANSCATH THERAPY
X-RAYS TRANSCATH THERAPY
FOLLOW-UP ANGIOGRAPHY
FOLLOW-UP ANGIOGRAPHY
FOLLOW-UP ANGIOGRAPHY
ARTERIAL CATHETER EXCHANGE
ARTERIAL CATHETER EXCHANGE
ARTERIAL CATHETER EXCHANGE
REMOVE CVA DEVICE OBSTRUCT
REMOVE CVA DEVICE OBSTRUCT
REMOVE CVA DEVICE OBSTRUCT
REMOVE CVA LUMEN OBSTRUCT
REMOVE CVA LUMEN OBSTRUCT
REMOVE CVA LUMEN OBSTRUCT

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/1/2005
7/2/2004
7/1/2005
7/1/2005
7/2/2004

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Office
$372.31
$64.07
$421.84
$372.31
$49.57
$421.84
$372.31
$49.57
$423.64
$372.31
$